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Prescription drug injuries and deaths reach record levels


The number of deaths and serious injuries associated with prescription drug use rose to record levels in the first quarter of this year, with 4,825 deaths and nearly 21,000 injuries, a watchdog group said Wednesday. Those numbers represent a nearly threefold increase in deaths from the previous quarter and a 38% increase in injuries from last year's quarterly average, according to the Horsham, PA based Institute for Safe Medication Practices.

The most dangerous medications were the anti-smoking drug varenicline, which was linked to 1,001 injuries and 50 deaths in the three-month period ending in March, and the blood thinner heparin, which was associated with 779 injuries and 102 deaths. The heparin cases were associated with contaminated lots of the drug imported from China. The FDA has reported 238 deaths linked to the blood thinner since January, but the number dwindled once the problem was recognized and addressed.

The data came from voluntary reports of adverse effects to the Food and Drug Administration, which made the data public after stripping information that identified victims. Because the reporting is voluntary, researchers have speculated that fewer than 10% of adverse events actually make it into the system.
 
Varenicline remains a problem, however, according to institute officials. Since the drug -- sold in the United States by Pfizer Inc. under the brand name Chantix -- was approved in 2006, it has been linked to 3,325 serious injuries and 112 deaths. Some reports were linked to people attempting suicide or causing injury to themselves after using the drug, which can evoke serious psychiatric problems. Others were linked to blackouts, seizures or loss of consciousness, perhaps tied to sudden disturbances in heart rhythm.

One possible explanation for the link might have been the success of the drug and the large number of people using it, the report said. But investigation showed that, during the quarter, varenicline accounted for more reports of serious injury than the 10 bestselling prescription drugs combined. A Pfizer statement released Wednesday speculated that the large number of reports might be linked to the high level of adverse publicity associated with the drug. It noted also that nicotine withdrawal could cause irritability, depressed mood and other changes in behavior.

Many of the reports were linked to powerful painkillers or narcotics such as oxycodone, fentanyl, morphine, methadone and hydrocodone, all of which have a high potential for abuse. Acetaminophen and ibuprofen were among the top 10 drugs causing both injuries and deaths. The drugs are often used in suicide attempts because they are easily accessible. Overdosing or prolonged usage of either of the over-the-counter medications can cause side effects including gastrointestinal damage and heart attacks.(LA Times) http://www.latimes.com/news/nationworld/nation/la-sci-drugs23-2008oct23,0,3729962.story

3M is first to bring automated technology to rapid diagnostic flu test market 

Just in time for a new flu season, in which up to 20 percent of Americans may be affected, 3M is announcing nationwide availability of the 3M Rapid Detection Flu A+B Test, that is the first rapid flu test to provide automated results.  The automated technology helps reduce user interpretation errors, which can lead to both false negative or false positive results.  The 3M Rapid Detection Flu A+B Test will be able to deliver hospital and physician office laboratories reliable and objective electronic results in 15 minutes. 

Requiring less than three minutes of prep time, the test detects positive or negative results, and differentiates influenza A and influenza B with results clearly displayed on the 3M Rapid Detection Reader.  In addition to providing automated results, the 

technology also enables labs to export data through laboratory information systems, further reducing the potential for reporting error by eliminating the need for manual recording and transferring of patient results.  The test also reads and stores lab results, giving lab technicians more flexibility in time and test management.  

A recent study evaluated the 3M Rapid Detection Flu A+B Test against the leading hospital brand and two conventional methods of diagnosing influenza A and B, direct fluorescent antibody staining (DFA) (1.5 to 3 hours for results) and rapid cell culture (R-Mix) (24 to 48 hours for results). Compared to the leading hospital brand, the 3M flu test demonstrated superior analytical and clinical sensitivity for the detection of both influenza A and B.  Further, the study concluded that the automated reading of test results eliminated the potential for user misreading or misinterpretation of test results. http://www.businesswire.com/portal/site/3m/index.jsp?ndmViewId=news_view&newsId=20081023006402&newsLang=en
IHI shares achievements of the 5 million lives campaign

The Institute for Healthcare Improvement (IHI) announced the progress of the organizations enrolled in the 5 Million Lives Campaign, a national effort to help U.S. hospitals dramatically reduce incidents of avoidable medical harm. The Campaign asks hospitals to introduce up to 11 evidence-based health care interventions and to engage their trustees in the effort, in order to protect patients across the nation from five million incidents of medical harm over a 24-month period, ending December 9, 2008. While the Campaign will continue for another six weeks and fuller reporting on progress will come after December, many hospitals participating in the effort have already dramatically improved the care patients receive, setting the stage for further progress.  

To date, 4,030 hospitals across the nation have enrolled in the Campaign – approximately 80% of U.S. hospital beds. Participating hospitals have committed to implementing up to 12 quality improvement changes, including: Preventing Adverse Drug Events ―by implementing medication reconciliation― (3,146 hospitals); Preventing Surgical Site Infections (3,045 hospitals); Deploying Rapid Response Teams (2,844 hospitals); Preventing Ventilator-Associated Pneumonia (2,711 hospitals); Preventing Central-Line Infections (2,679 hospitals); Reducing Methicillin-Resistant Staphylococcus aureus (MRSA) infections (2,477 hospitals); and Getting Hospital Boards on Board with Quality Improvement (2,057 hospitals).  

Eight other countries have launched initiatives inspired by the Campaign, including England, Denmark, Netherlands, Sweden, Canada, Wales, Scotland, and Japan.

There will be a  “National Network Day” on Monday, October 27th, during which over 4,000 doctors, nurses, and other healthcare professionals are expected to join in a series of free web-based learning exercises hosted by IHI and featuring exceptional facilities from around the nation.

At its 20th Annual National Forum on Quality Improvement in Health Care (December 10-11, Nashville, TN), IHI will celebrate the progress of facilities from across the nation. The Campaign will announce hospitals' progress in pursuit of a recently-issued "Boards Challenge" (an effort to get 80% of the nation's hospital boards to adopt the Campaign's governance intervention) and discuss the future direction of its national learning network. For a complete list of all interventions, along with a state-by-state list of hospitals taking part in the 5 Million Lives Campaign, please visit www.IHI.org. 

Premier healthcare alliance launches MS-DRG reimbursement calculators to help members highlight avoidable financial loss

The Premier healthcare alliance has launched a set of reimbursement calculators to help member hospitals compare the individual hospitals’ costs to the reimbursement offered under the Medicare Severity Diagnosis Related Group (MS-DRG) system. 

Available for cardiovascular, orthopedics and spine implants, the calculators can assist in reducing the number of inaccurate claims that result in lowered Medicare reimbursement without impacting the quality of patient care. The calculators automatically compare national average base reimbursement rates to the payment for a particular MS-DRG. In addition, hospitals can populate their individual reimbursement rates for a more customized report. The calculators also track reimbursement trends by displaying both the percentage and dollar amount changes in reimbursement payments from year to year. 

 

DRGs were developed for Medicare to classify hospital cases into groups expected to have similar hospital resource use. MS-DRGs were created to more accurately account for the severity of a patient's condition. The MS-DRG prospective payment system went into effect in October 2007. For more information, visit www.premierinc.com.
 

Half of doctors routinely prescribe placebos 

Half of all American doctors responding to a nationwide survey say they regularly prescribe placebos to patients. The results trouble medical ethicists, who say more research is needed to determine whether doctors must deceive patients in order for placebos to work. The study is being published in BMJ, formerly The British Medical Journal. One of the authors, Franklin G. Miller, was among the medical ethicists who said they were troubled by the results.

The most common placebos the American doctors reported using were headache pills and vitamins, but a significant number also reported prescribing antibiotics and sedatives. Although these drugs, contrary to the usual definition of placebos, are not inert, doctors reported using them for their effect on patients’ psyches, not their bodies. In most cases, doctors who recommended placebos described them to patients as “a medicine not typically used for your condition but might benefit you,” the survey found. Only 5 percent described the treatment to patients as “a placebo.”

Dr. William Schreiber, an internist in Louisville, Ky., at first said in an interview that he did not believe the survey’s results, because, he said, few doctors he knows routinely prescribe placebos. But when asked how he treated fibromyalgia or other conditions that many doctors suspect are largely psychosomatic, Dr. Schreiber changed his mind. “The problem is that most of those people are very difficult patients, and it’s a whole lot easier to give them something like a big dose of Aleve,” he said. “Is that a placebo treatment? Depending on how you define it, I guess it is.”
But antibiotics and sedatives are not placebos, he said.

The American Medical Association discourages the use of placebos by doctors when represented as helpful.

Controlled clinical trials have hinted that placebos may have powerful effects. Some 30 percent to 40 percent of depressed patients who are given placebos get better, a treatment effect that antidepressants barely top. Placebos have also proved effective against hypertension and pain. (NY Times) http://www.nytimes.com/2008/10/24/health/24placebo.html?_r=1&ref=health&oref=slogin
Amerinet plays key role in Utah Hospital construction cost savings 

Amerinet Inc. recently expanded its partnership with a critical access hospital in west-central Utah and, through its Construction Solutions products and services, is playing a key cost savings role in the construction of a new facility there.

“Through our Total Spend Management Solutions, we are engaged at the earliest stages of a project, allowing us to anticipate and meet the unique clinical and financial needs of critical access hospitals and rural healthcare providers,” said Mike Reid, senior director, construction, capital and facility services at Amerinet. “Amerinet’s Construction Solutions offer members savings of 12 to 18 percent on construction, renovation and interior design projects.”

Groundbreaking for the new 25-bed Milford Valley Memorial Hospital in Milford, Utah, occurred in July 2008. The $8 million project is to be completed in summer 2009 and will replace an existing facility that is one of the oldest in the state.

Study finds creating unique health ID numbers would improve health care quality, efficiency

Creating a unique patient identification number for every person in the United States would facilitate a reduction in medical errors, simplify the use of electronic medical records, increase overall efficiency and help protect patient privacy, according to a new RAND Corporation study. Although creating such an identification system could cost as much as $11 billion, the effort would likely return even more in benefits to the nation's healthcare system, according to researchers from RAND Health.

Federal legislation passed over a decade ago supported the creation of a unique patient identifier system, but privacy and security concerns have stalled efforts to put the proposal into use. As adoption of health information technology expands nationally and more patient records are computerized, there have been increasing calls to create a system that would make it easier to retrieve records across varying systems such as those used by doctors and hospitals. 

The RAND study concluded that one of the primary benefits created by broad adoption of unique patient identifiers would be to eliminate record errors, and help reduce repetitive and unneeded care. In the absence of unique patient identifiers, most health systems use a technique known as statistical matching that retrieves a patient's medical record by searching for attributes such as name, birth date, address, gender, medical record numbers, and all or part of a person's Social Security Number.

Reviewing past research studies, RAND researchers estimated that statistical matching returns incomplete medical records about 8 percent of the time and exposes patients to privacy risks because a large amount of personal information is exposed to computer systems during a search.

Some proposals have suggested using patients' Social Security Numbers as a medical identifier. But the RAND study found Social Security Numbers are a poor option because they are so widely used and they pose risks of identify theft. A genuine unique patient identification system would be more secure because it could include safeguards such as check codes that allow numbers to be easily screened for input errors. Such check codes are mathematical combinations of the other digits in the number and are commonly used in other digital IDs such as those in the product bar codes scanned at checkout counters.

Hospital rankings: More than meets the eye

Medicare's pay-for-performance program ranks and rewards hospitals according to how well they meet certain guidelines for clinical care. But researchers at Duke Clinical Research Institute say the program penalizes hospitals that care for the greatest numbers of the poor and needy by not taking into account their greater clinical burden. 

Studies show that age, race and severity of disease can influence which patients get certain treatments and how they fare, and these factors vary significantly from hospital to hospital. "That means that hospitals serving large groups of the elderly, women, poor, uninsured or African American patients might have problems competing with institutions whose patients are younger, wealthy, insured, and white," says Dr. Eric Peterson, a cardiologist at Duke and the senior author of the study. "Hospitals are simply not starting out on the same playing field."

Under the current pay-for-performance system, hospitals in the top 20 percent of the rankings receive financial reward; those in the middle 60 percent receive nothing, and those at the bottom stand to loose Medicare reimbursement money. Currently, Medicare does not consider demographic variables and patients' existing health problems in figuring hospital rankings. 

Peterson and colleagues in the American Heart Association's Get With the Guidelines program wanted to find out if those rankings would change if patient mix was included in the calculations. Investigators ranked the hospitals according to crude composite process performance scores and then grouped them according to Medicare's current system. Next, they ranked the same hospitals again, but this time taking into account the patients' demographic variables, their clinical characteristics and eligibility for certain procedures.

They found that the hospitals with the lowest crude composite scores tended to be smaller, non-academic institutions that treated a higher percentage of older, sicker and minority patients than those in the top group.

While there was general agreement on performance between the two ranking systems, researchers found that when taking into account patient characteristics and treatment opportunity, 16.5 percent, or 74 of the hospitals would fall into a different financial status category. 

So why doesn't Medicare consider patient mix in tallying rankings? "On the surface, it may well seem to be the right thing to do, but some feel such a move would 'legitimize' less-than-optimal care," says Peterson. "At the same time, not taking these factors into consideration is like comparing apples to oranges." 

Peterson says one solution might be to reward hospitals for improvement in adherence to evidence-based treatment, rather than rewarding a single score or ranking. Another option might involve separately reporting adherence data for older patients, women, or minorities. "That would surely draw more attention to any gaps in care, and might prompt better compliance."







